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Abstract 
Background: To study the frequency of trauma and 
peritonitis requiring emergency laparotomy . 
Methods:  In this descriptive study patients undergoing 
  midline emergency laparotomy were enrolled. Patients 
were divided into three groups, i.e., Group A(1-30 years of 
age), Group B ( 31-60 years of age) and Group C ( more 
than 61 years of age). Information regarding age, sex, 
presenting complaints and diagnostic findings were 
collected . Laparotomy through midline was performed in 
all patients . 
Results: Out of 440 patients, majority(63.6%) were male . 
Patients belonging to 1-30 years (Group A) were 58.18%. 
Majority (75.68%) were operated for peritonitis, rest 
(24.32%) were due to trauma. Enteric perforation (26.43%) 
was the commonest cause of peritonitis    
Conclusion: Peritonitis is the leading cause of 
exploratory laparotomy in the surgical emergency at a 
tertiary care hospital in our setup. Enteric and tuberculous 
perforations are the major causes of peritonitis. 
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Introduction 
 
     Peritonitis and penetrating trauma are the major 
reasons to perform exploratory laparotomy. Selective 
non-operative management is feasible in patients who 
are vitally stable and without signs of peritonitis. 
Patients with haemodynamic instability and visceral 
perforation require exploratory laparotomy .1-4 
   Traumatic injury leads to potentially preventable 
death, however fewer patients present with 
hemodynamically stable status. Knowing the cause 
and then quick correction of hemodynamic instability 
is of prime importance . Laparotomy is the final step in 
the pathway to trace out intra-abdominal injury . At 
times it is difficult to delineate the compelling source 
of bleeding in patients with multiple injuries. 
Laparotomy is considered a safe option in these 
circumstances. It controls hemorrhage and prevents 
enteric spillage . 5 
     Peritonitis may be caused by gastric and bowel 
perforations, pancreatitis, diverticulitis, ruptured 
ectopic pregnancy, ruptured liver abscess and 
peritoneal dialysis.6-10  When a cause of peritonitis can 
not be found, crucial diagnostic procedure exploratory 
laparotomy is performed.11-13   
 
Patients and Methods 
     In this descriptive study patients who underwent 
laparotomy at Benazir Bhutto Hospital (BBH) 
Rawalpindi during year 2012,were enrolled. Patients 
were  divided into  three age groups- A (1-30 years), B 
(31-60 years) and C (61-90 years).Exploratory 
laparotomy was performed in all the patients. Fluid 
resuscitation and mandatory investigations i.e. 
ultrasound abdomen and baseline tests as per routine, 
fast scan for trauma patients and CT scan for stable 
patients based on requirement were performed. 
Nasogastric tube and Foleys catheter was passed in all 
patients. After all septic measures, under general 
anesthesia midline incision was made. The findings 
were managed accordingly. As per routine mass 
closure of abdomen was done. Proper antibiotics, 
analgesics, and intravenous fluids were advised post-
operatively.   
 
Results 
    Four hundred and forty patients underwent 
exploratory laparotomy at Benazir Bhutto Hospital 
(BBH) Rawalpindi during the study period. Majority 
(63.6%) were male with a male to female ratio of 1.75:1. 
Main patient stratification was peritonitis (75.68%) and 
traumatic (24.32%) (Table 1)Commonest cause of 
peritonitis was enteric perforation (Table 2) 
 
Table-1: Reasons for laparotomy in different age 
groups 
Age Group Reason for laparotomy Total 
Peritonitis Trauma 
A (1-30 years) 182 (41.36%) 74 (16.82%) 256 (58.18%) 
B (31-60 years) 119 (27.05%) 29 (6.59%) 148 (33.67%) 
C (61-90 years) 32 (7.95%) 4 (0.9%) 36 (8.18%) 
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Total 333 (75.68%) 107 (24.32%) 440 (100%) 
Table-2: Causes leading to peritonitis 
Causes No(%) 
Enteric perforation 88 (26.43) 
Tuberculous perforation 84 (25.23) 
Perforated duodenal ulcer 51 (15.32) 
Intestinal obstruction 50 (15.06), 
Perforated appendix 28 (8.41) 
Ruptured ectopic 
pregnancy 
12 (3.6) 
Primary peritonitis 10 (3%) 
Malignant perforation 7 (2.1%) 
Ruptured liver abscess 3 (0.9%) 
 
Discussion 
       Surgical audit of emergency admissions plays a 
prime role in the measurement of performance, 
reduction in health risks and improvement in quality 
of surgical care. 14 Documentation of issues raised by 
audit and mandatory recommendations are necessary 
for the effective surgical governance. Laparotomy is 
one of the major operations performed in surgical 
emergency in order to save patients from life-
threatening conditions like peritonitis and severe 
trauma especially with hemodynamic instability. 15 A 
retrospective analysis of 311 patients with secondary 
peritonitis found the  male patients (77%) were more 
than female patients (23%) who had to undergo 
exploratory laparotomy.15  Okafor and Azike   also 
demonstrated males preponderance . 16 In our set up, 
peritonitis is the leading factor that results in 
exploratory laparotomy. Many causes of peritonitis 
have been reported; intestinal perforation being the 
major cause. In present study, enteric perforation in 88 
(26.43%) and tuberculous perforation in 84 (25.23%)  
were found as the commonest cause of  peritonitis in 
surgical emergency. Memon et al reported typhoid 
perforation in 43% patients as a major cause of 
exploratory laparotomy. 15 However, Afridi et al  
reported perforated duodenal ulcer as a leading cause 
of peritonitis (43.6%); tubeculous (21%) and typhoid 
(17%) perforations being the second and third most 
common causes. 7  Incidence of tuberculous 
perforation is also reported high in other studies. Khan 
et al reported laparotomy in 70% patients with 
intestinal TB. 17 
 
Conclusion 
Enteric perforation and tuberculous perforations 
indicate shortcomings and drawbacks in the medical 
managements of infections.  
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